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patIents anD MetHoDs
We conducted a consultation of 171 medical records from patients submitted to RRP between January 2000 and December 2005 (6 years). The sample was evaluated concerning clinical patients data, tumor and tumor development (Table 1) . The definition of PSM was the presence of prostate cancer cells touching the inked surface of the excised prostate gland. Lymph nodes status was not a criterion studied in this series. The mean age was 64.44 years (46-76). The mean PSA was 11.88 ng/ml (1.4-42.3). Clinical staging (CS) was 67.8% CT1 and 32.2% CT2. The
Gleason score of biopsy (GS) was divided between ≤6 (66.1%), equal to seven (21.1%) and 8-10 (12.3%). The pathological stage (PS) was pT0 in two cases (1.2%), pT2 in 86 (50.3%), pT3a in 62 (36.3%), pT3b in 22 (12.9%) and pT4 in one case (0.6%). Pathological Gleason score was ≤6 in 39.2%, equal to seven in 40.9% and 8-10 in 19.3%. The definition of RB was the value of PSA ≥0.2 ng/ml. Adjusted Odds Ratios (OR) with 95% confidence intervals (CI) were estimated through univariate logistic regression to assess risk factors.
results
We obtained statistical significant results for BR in the variables PSA, PS and PSM (Table 2 ). There were PSM in 46 specimens (26.9%), 28 (61%) had single PSM and 18 (39%) multiple PSM (≥ 2); 39 (85%) presented non-apical PSM and only seven (15%) were reported to have apical PSM (Table 3 ). BR occurred in 57 patients (33.3%) with an average time after surgery of 23.5 months . From the 46 patients with PSM only 26 patients had BR i.e. there were 31 patients with BR and without PSM (Table 4) .
It was found that the risk of BR quadruples in patients with PSM (OR = 3.94 95% CI [1. 94-8.02 ], p <0.0001), triples in single PSM (n = 28) (OR = 3.03 95% CI [1.30-7 .06], p = 0.01) and is six times higher in patients with multiple PSM (n = 18) (OR = 6.06 95% CI [2.10-17.52], p = 0.001) ( Table 5) .
Regarding factors that influence the presence of PSM (Table 6 ), only PS ≥pT3a reach statistical significance, being linked to a seven times higher risk than the lower stages ], p <0.0001) ( Table 7) . In patients with BR but without PSM (54.38%), the variables that showed statistical significance were the initial PSA >10, with a 2.5 times higher risk (OR = 2.52 95% CI [1.10-5,78], p = 0.029) and pathological Gleason score ≥8 with a risk nearly four times higher than in pathological Gleason score ≤6 (OR=3.77 95% CI [1. 16-12.21 ], p=0.027) ( Table 8) .
DIsCussIon
The Seminar Article written by Fleshner et al reviewing a total of 39 cases series and ranging cohort´s sizes from 100 to 7,268 cases, reported a tremendous variation in the incidence of PSM and in the number of risk factors for it. The overall PSM rates varied from 4% to 45.2%. The risk factors included pathologic stage, tumor volume and prostate specific antigen (PSA) level, tumor grade, type of resection, surgical experience and pathologic processing/interpretation.
Rates for PSM vary according to pathologic stage. Generally, PSM rates in patients with organ-confined tumors (pT2) are lower than those with pT3 disease or higher. In our series the range of PSM in men with pT2 disease was 24%. Among men with pT3 disease or higher the rate of PSM was 76%. We could reach statistical significance in this variable. Patients with PS ≥pT3a showed to have almost seven times higher risk of PSM than the lower stages (OR = 6.76 95% CI [3.12-14.67], p <0.0001).
The pathologic grade, tumor volume and stage are highly correlated, making it difficult to assess the multivariate impact of grade on PSM. It can generally be claimed that patients with higher-grade disease are at higher risk of PSM 3, 4. We did not find statistical significance of pathological Gleason score as risk factor for PSM but in cases of BR without PSM, patients with pathological Gleason score ≥8 had a risk nearly four times higher than in pathological Gleason score ≤6 (OR = 3.77 95% CI [1. 16-12.21 ], p = 0.027).
There is a correlation between tumor volume, PSA and the presence of PSM in radical prostatectomy. These covariates were used in clinical practice in the 1990 in the form of the Partin tables 5. Over the past decade, the value of PSA as a predictor of tumor The experience and technical quality of the surgeon performing the RRP is increasingly being recognized as an independent predictor of PSM and BR [9] . Like many other medical procedures, this phenomenon is volume outcome associated, however, large cohorts of low volume, well-performing surgeons exist as well as high-volume poor performing surgeons [9]. Vickers et al, in a recent paper, demonstrated that approximately 250 radical prostatectomies (PR) were necessary to achieve a low-rate of PSM nine nine and that fellowship trained surgeons seem to acquire these skills better than those who are non-fellowship trained [10] . In our series, probably because of the lower number of interventions done by each surgeon, we could not found statistical differences between them. Further research is needed in order to better understand the interactions between patient selection, specific intraoperative maneuvers, capsular incision, and outcome following PR.
A PSM in the radical prostatectomy impacts on outcome in the form of biochemical relapse, in the use of salvage therapies and perhaps in mortality. The impact of PSM on BR is well accepted among patients with ECE. The implications of BR on additional out- comes are more controversial and statistically less significant. The reason for this is the relatively long natural history of BR in terms to metastatic disease (9 years on average) and death (14 years on average) [11] . In our series we saw that 43% of patients with PSM did not had PSA recurrence. These facts seem to be associated with false positivity of the pathology, extremely slow growing disease that never manifests and difficult area around the resection margin, which results in cellular death (by cauterization, desmoplasia or ischemia) [12] .
On the other hand we tried to found which were the risk factors for BR that in the absence of PSM were responsible for the PSA recurrence. We found in these patients (31 of 57 patients, 54.38%) statistical significance for initial PSA >10, with a 2.5 times higher risk (OR = 2.52 95% CI [1.10-5,78], p = 0.029) and pathological Gleason score ≥ 8 with a risk nearly four times higher than in pathological Gleason score ≤6 (OR = 3.77 95% CI [1. 16-12.21 ], p = 0.027) ( Table 8) . Since tumor grade, stage and tumor volume are often tightly correlated, it is not surprising that tumors that are high grade are more likely to fail than lower grade tumors, especially if margins are positive. Generally, tumors of high grades (Gleason 8-10) tend to fail more often than lower grade tumors.
The impact of PSM on mortality has only recently been assessed. Duke et al has shown that PSM is a predictor of death post-RP. Walther et al [13] , Karakiewicz and colleagues [14] have reported a negative impact on overall survival among patients with T3 disease and PSM compared with patients with a negative surgical margin. Even though other factors may be responsible for this observation. It is evident that a PSM puts a man at higher risk for BR and one cannot die from prostate cancer without a BR.
What about the location of PSM? Typically and as is described in most of the literature they occur predominantly at the prostate apex or posterolaterally near the neurovascular bundle (nVB) and less frequently at bladder neck, base and anterior zone. The high rate of apical PSM seems to be related to the predisposition of the area to trauma, increasing the probability of ink touching tumor and the desire of the surgeon to have a long supramembranous urethra. The cone pathologic processing technique applied to this area is the best way to minimize pathologic artifacts. In our series we only found 15% of apical margins and 85% non-apical. In most series that have examined the impact of the apical PSM on BR, the tumor control is equivalent to that of an organ-confined tumor [5, 16] . The bladder neck margins and its significance are more controversial. Theoretically, the involvement of the bladder neck indicates pT4 disease and the majority of patients have also other PSM. Rare cases of PSM only at the bladder neck have been reported. Some series describe a higher risk of BR hereas other do not [16] [17] [18] [19] [20] .
The impact of number and degree of margin positivity has been long realized as an important predictor of disease recurrence. Multiple studies describe that patients with multifocal margins are at higher risk for disease recurrence [21, 22] . We obtained in our series a probability four times higher of BR in patients with PSM (OR=3.94 95% CI [1. 94-8.02 ], p <0.0001), three times higher in patients with single PSM (n = 28) .06], p = 0.01) and six times higher in patients with multiple PSM (n=18) (OR = 6.06 95% CI [2.10-17.52], p = 0.001) ( Table 5 ). An extensive margin involvement is also more predictive than a focally positive margin [21, 23] .
Another issue of extreme relevance and very controversial that needs to be discussed is how to manage patients with PSM and other risk factors of BR? There is no doubt that PSM leads to a higher utilization of second therapies for prostate cancer, such as adjuvant radiotherapy (RT), salvage (RT) and androgen deprivation therapy. There are only two published randomized controlled trials of adjuvant RT in prostate cancer [24, 25] . The European Organization for Research and Treatment of Cancer (EORTC) 22911 randomized 1005 patients with pT3 disease at RP between adjuvant RT and a "wait and see" policy (that were recommended to have salvage RT only if they had local recurrence and not for PSA failure alone) [24] . The Southwest Oncology Group (SWOG) 8794 (national Cancer Institute of Canada, nCIC, PR-2) had a similar design -425 men with pT3 disease were randomized to either adjuvant RT of the prostate bed or observation, with a median follow-up at the time of analysis of 10.6 years [25] . These studies provided good evidence that RT after RP can reduce the risk of PSA failure and of local recurrence. However, the standard practice after RP has developed since the SWOG and EORTC studies that were designed in the 1980's. Specially, salvage RT is now given earlier, at the time of BR rather than when local recurrence is clinically palpable, leading to a significant improvement in the efficacy of salvage treatment. Thus, the results provide a strong rationale for a comparison between adjuvant RT and the current standard of care, which is observation with early salvage RT for BR. We think that the trial Medical Research Council-national Institute of Canada (RADICALS), upcoming soon, will attempt to answer this question [26] .
ConClusIons
Statistical risk analysis of the studied series concluded that the presence of PSM in RRP is strongly influenced by PS ≥pT3a and that the presence of PSM and their number increase significantly the risk of BR compared to other factors. In the absence of PSM, the factors that seem to be crucial and with greater impact on BR are initial PSA >10 and pathological Gleason score ≥8. It is important to consider initial PSA, pathological Gleason score and surgical margins status when making treatment decisions after radical prostatectomy.
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